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PROJECT SUMMARY 
1. Project title 
eyondblue 
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PROJECT FINAL REPORT 
A randomized controlled trial of enhanced cognitive therapy and family education 
for youth depression, anxiety and substance abuse 
2. Total funded amount: $98, 733 
3. Chief Investigator and names of all the investigators and organisations 
involved: 
A Prof Andrew Lewis (CI), Prof John Toumbourou, A Prof Una Ricciardelli, Dr 
Tess Knight, Dr Melanie Bertino (Deakin University); Dr Melissa O'Shea (Barwon 
Health) 
4. Time- frame: Final Report Date: 31 Dec 2010 
Project Start Date: 1 Feb 2009 
Project completion Date: 3.1 Dec 2010 
Extensions (if any): August 2009, June 2010 
5. A brief description of the project 
The project was designed as a randomized comparative trial of two interventions for youth and 
families, where the young person (12-25) presents with depression, anxiety, or alcohol and other 
drug (ADD) problems. The purpose of the trial is to evaluate the efficacy of using a family based 
treatment program (Behaviour Exchange Systems Training; BEST Plus) versus a standard 
cognitive-behavioural individual treatment program for the youth (Self Help for Alcohol/Other 
Drug problems and dEpression - Youth; SHADEY CBT) versus receiving both the family and the 
CBT intervention (COMBINED condition). The program was designed as a multicenter trial, and 
includes referrals from both clinical and community samples (JIGSAW Youth Mental Health 
Services in Geelong, Deakin University, and Drummond Street Services in Carlton). The 
interventions are delivered by trained and supervised Clinical Psychology Masters students, and 
supervised by both staff at these services and by the trainers in the respective interventions. 
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6. Key project findings and main outcomes 
Background and literature review 
The study presented in this report builds on over a decade of research and development of an 
innovative family based intervention for young people with mental health problems. The 
intervention evaluated is known as the Behaviour Exchange Systems Training (BEST) program 
and has been developed over three distinct stages. The BEST intervention was originally 
developed by Toumbourou and Bamberg initially as a professionally led, multifamily group 
education program for parents with content focused on Alcohol and Drug (AOD) use by 
adolescents. This version of the intervention was shown to reduce parental mental health 
symptoms and family stresses. To increase efficacy for the youth themselves, the second stage 
of development (BEST-Plus) included siblings who join their parents in the group for the final four 
weeks of the eight week program. Evaluations showed additional positive changes in the family 
system were produced in mental health and stress symptoms, family cohesion and increases in 
action by young people to address their substance use. In the third stage of the development, 
which we refer to as BEST -YMH, Lewis, Toumbourou, Knight, Ricciardelli and Bertino - in 
collaboration with clinical staff of our industry partner Drummond Street Services - have drawn on 
the current funding from beyondblue to further develop and evaluate BEST as a broader 
intervention suitable for youth who present with depression and anxiety - as well as AOD abuse. 
The current team have also focused on the pervasive clinical problem of engaging young people 
in mental health treatments. This is one of the major challenges for delivering evidence based 
interventions in community based services. As a result, in addition to the evaluation reported 
below, we have developed a suite of integrated engagement, assessment and treatment options 
including a tailored clinical assessment and structured interview and 90 minute community based 
parenting seminar used to recruit and promote mental health literacy. Together with BEST -YMH, 
this suite of interventions is known as Deakin Family Options. 
Youth Mental Health: There is increasing community and government recognition of the 
magnitude and impact of youth mental health (YMH) issues in Australia. The National Survey of 
Mental Health and Well-Being conducted in 2007 suggested that19% of adolescents met criteria 
as having mental health problems via self report and only 20% of those attended a professional 
service during the prior 6 months. The incidence of mental illness in young people is the highest 
of any age group. Seventy five percent of adults suffering from disorders such as substance use, 
mood and anxiety disorders have an age of onset by 24 years. In terms of complexity, 
depression in youth frequently co-occurs with anxiety disorders and AOD abuse. Clinical 
depression in itself is a major health issue for young Australians with recent estimates suggesting 
that approximately one in five adolescents suffer depressive symptoms sufficient to result in 
impaired cognitive and social development. The problem is also extremely serious and in some 
cases life threatening. For example, adolescent depression is associated with a significantly 
increased risk of suicidal ideation and suicide in affected youth while suicide is the second 
leading cause of death in Australian youth aged 15 to 24. Adolescent suicide victims are 
approximately 6.5 times more likely to have been struggling with AOD abuse, and 27 times more 
likely to have been suffering from a major depressive disorder at the time of death. 
These multifaceted and complex mental health problems, occurring within a developmental 
context and interacting with family factors, means that the traditional mental health service 
delivery and intervention models have limited success. The large numbers of young Australians 
with disabling mental health conditions combined with limited services and engagement capacity 
suggests that YMH is one of Australia's major health issues. 
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Current challenges. in YMH: One of the major issues for the health of Australian families is that 
less than 20% youth who have diagnosable mental health issues actually receive services. In 
families where conflict and detachment are prevalent, parents have a limited capacity to engage 
youth in treatments and young people themselves often have little motivation to attend services. 
An increasing number of young people currently grow up experiencing AOO use and mental 
health problems, resulting in prolonged financial and material dependence on their parents. One 
of the key findings of our current research is that 60% of parents presenting to our team's 
beyondb/ue trial have a young person (12yrs - 25yrs) who is unwilling to engage in treatments at 
the outset, despite significant parental concerns about their mental health. 
Current Treatment Evidence for YMH: The evidence for treatments of YMH is less well 
established than for adult populations. A number of comprehensive reviews and meta-analyses 
show that there is not a large amount of evidence available. The evidence which is available is 
not convincing as to the efficacy for either pharmacological or current psychological therapies for 
youth depression, anxiety and co-morbid AOO abuse. A number of psychological therapies have 
been supported for use with depression, anxiety and AOO abuse in adult studies, and have some 
limited support for use with adolescents. The most well researched individual therapies for 
depression and anxiety are cognitive behavioural therapies (CBT) which are well supported as a 
treatment for depression and anxiety in adults, but the evidence for the efficacy of these 
treatments with youth is much weaker. The key point however is that individual treatment models 
presuppose the willingness of youth to recognise problems, engage with services and complete 
treatments, which is frequently not the case. 
The Family as target for intervention: Family based interventions have increasing support as a 
treatment for YMH (14-19). Family based interventions can be effective by (1) enhancing youth 
engagement, (2) targeting interactions between members and resolving conflict (3) increasing 
support, family cohesion and maintaining adolescents within protective family environments for a 
longer period. There is evidence to suggest that depressed youth who are also in conflicted 
parent-child relationships are far less responsive to individual treatments. There is also 
substantive evidence from cohort studies that risk for depressive and anxious symptoms and 
substance abuse are predicted by poor parent-child relationships, high family conflict, poor family 
attachments, and detachment from family activities. Given the evidence for family influences, 
researchers have repeatedly called for the development and evaluation of prevention and early 
intervention programs that target family factors such as assisting parents to create a warm and 
supportive family environment; appropriate parental monitoring and the use of authoritative 
parenting approaches across adolescence. The other major advantage of family based 
interventions is that they allow an avenue by which young people who are initially reluctant to 
acknowledge problems or attend services, can be gradually engaged via other family members 
attending services and showing a motivation for change. In previous trials, our research team 
has established that BEST is such an engaging program, with at least 50% of the youth who 
were initially unwilling to attend treatments at the point of referral engaging in treatment with their 
families by the end of the program. 
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Results of intervention study 
Here we present the characteristics of the participants and results of the intervention up until 
December 2010. The project has been funded for an additional year by the beyondb/ue Victorian 
Centre of Excellence, to expand the project outcomes and increase the number of participants in 
the sample. 
Figure one presents a flow chart of the number of families and individuals who have participated 
at each stage of data collection. By December 2010, a total of 90 participants from 47 families 
had completed the intake process for the study, which includes a telephone screening interview 
to determine eligibility to proceed to the next stage of assessment and intervention. Of these, 26 
participants from 14 families were excluded or were still completing treatments at the time of 
writing. A further 50 of these participants from 26 families were unable to be randomized to an 
intervention due to either youth refusal to engage in therapies with their families (n = 25 families) 
or parent refusal to engage with their youth in therapies· (n = 1 families) at the outset of 
treatment. These families received either the BEST Plus intervention or the CBT intervention 
based on clinical need. In some cases both treatments were offered in circumstances where the 
youth became willing to engage in treatment early during the course of the BEST program. 
These families were assessed pre and post in a non-randomised, comparative arm to the trial. 
The remaining 14 participants from 7 families, where all family members were willing to 
participate at the outset of the therapy, were randomized to one of the three controlled trial 
interventions (BEST, CBT or COMBINED). 
Table 1 presents descriptive information for all participants who completed the intake process, 
and Table 2 descriptive information for treatment com pieters. Of those who completed the intake 
process, 61 % were parents vs. 39% youth; whereas of those who completed the entire treatment 
process 77% were parents vs. 23% youth. Therefore in our trial to date, parents are more likely 
than youth to both a) seek out a service for youth mental health problems and/or AOD problems, 
and b) to both attend and complete a course of intervention to address the presenting problems. 
Table 3 presents information regarding the mental health and AOD use of youth and parents 
prior to intervention in the study - comparing those who completed treatment with those who 
withdrew from treatment. Prior to receiving any intervention, 37.5% of youth who completed 
treatments displayed internalizing problems in the clinical range, 62.5% displayed externalizing 
problems in the clinical range, and 66.7% scored within the range on the SASSI-Youth indicating 
a 'high probability of a substance disorder'. Comparatively, 20% of youth who began but did not 
complete treatments scored within the clinical range for internalizing problems, 60% scored 
within the clinical range for externalizing problems, and 40% scored within the range on the 
SASSI-Youth indicating a 'high probability of a substance disorder.' Following the interventions, 
the likelihood of having either an internalizing (OR = 4.2) or externalizing problems (OR = 11.67) 
had significantly reduced for treatment com pieters, although the probability of a substance 
disorder did not change within this sample. 
Tables 4 and 5 show the relationships between all measured constructs prior to the intervention, 
for parents and youth separately. A number of significant relationships exist between AOD use 
and mental health in youth, as expected - particularly with externalizing problems. Additionally, a 
number of interesting relationships can be seen between parent mental health and the parent-
child relationship constructs in (see table 5). These include the finding that, as one would predict, 
externalizing problems appear to be strongly correlated with substance use but not with suicidal 
ideation. Internalisation tends to be associated with suicidal ideation. 
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Figure 1. Flow Chart of Participant Recruitment 
Completed the telephone intake for the study Excluded (total n =26 
(N = 90 participants, 47 families) ----+ participants, 14 families) 
t Give Reasons: 1. Not meeting inclusion 
Met eligibility criteria and willing to participate criteria 
(n = 64 participants, 33 families) 2. Declined the therapy 
offered 
~ 3. Logistics e.g. travel, time 
Are both parent and adolescent willing to participate in the 
4. Still in treatment (n = 8 
randomly assigned treatment? 
participants,3 families) 
YES NO, parent refused NO, youth refused 
(n =14 participants, (n = 1 participants, 1 (n = 49 participants, 25 families) 
7families) families) 
.. ~ .. I Random allocation to one of the three conditions I I Non-random allocation to BEST or CBT I 
/ ~ 
Group 1 Group 2 Group 3 Group 4 Group 5 Group 6 
CBT COMBINED BEST CBT COMBINED BEST 
(n=2 families) (n=4 families) (n=l families) (n=1 families) (n=l families) (n=20 families) 
Withdrew Withdrew Withdrew Withdrew Withdrew Withdrew 
during during during during during during 
therapy (n=O) therapy (n=O) therapy (n=O) therapy (n=O) therapy (n=O) therapy (n=3) 
Did not yet Did not yet Did not yet Did not yet Did not yet Did not yet 
complete pre complete pre complete pre complete pre complete pre complete pre 
and post and post and post and post and post and post 
measures measures measures measures measures measures 
(n=O) (n=l) (n=O) (n=l) (n=l) (n=5) 
~ ~ ~ ~ ~ ~ 
6 month follow up data collected (n = 0) 
Give Reasons: no families yet at this stage, all therapies completed less than 6 months ago. 
Data to be collected in coming months 
! - ! ! ! 
Available data for analysis at December 2010 (n = 35 participants, 21 families) 
Give Reasons: All have returned completed pre and post measures at this time .~ 
'" 
.0 
.. 
c 
<: 
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Table 1: Demographics for all Participants who Completed Intake 
Individual 
Sibling/Other family participants Parent (N = 55) Identified Youth (N = 31) 
(N = 90) member (N= 4) 
Mean = 48 Mean = 17.03 Mean = 16.33 
SD = 6.5 SD = 4.11 SD = 1.53 
Age 
Range = 33-58 Range = 12-25 Range = 15-18 
Male n = 14 Male n = 15 Male n= 0 
Gender Female n = 41 Female n = 16 Female n = 4 
Married I Defacto n = 24 Married I Defacto n = 0 Married I Defacto n = 0 
Marital Single ISeparated n= 31 Single I Separated n = 14 Single I Separated n = 2 Status 
No response n = 0 No response n = 16 No response n =2 
Biological Parent n = 33 
Parental 
Adoptive Parent n = 2 
Relationship Step Parent n = 1 - -
Other Carer n = 1 
No response n = 18 
High school n = 11 
Parent 
Undergrad ITAFE n= 14 
Education Postgrad n = 8 - -
Other n = 3 
No response n = 19 
Families 
Single Parent Families Two Parent Families No response (N = 46) 
0-20K pia n = 6 0-20K pia n = 0 
Family 
20-30K pia n = 3 20-30K pia n = 1 
Income 30K-50K n = 5 30K-50K n = 0 
50K-70K n = 3 50K-70K n = 0 
70K + n = 0 70K + n = 14 n =14 
Family Rural n = 3 Rural n = 3 
Residence Regional n =2 Regional n =2 
Urban n = 6 Urban n = 6 n=6 
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Table 2: Demographics for all Participants who Completed Interventions 
Individual Sibling/Other family participants Parent (N =27) Identified Youth (N = 8) 
(N = 35) member (N= 0) 
Mean = 48.82 Mean = 16.38 -
Age SD = 6.26 SD = 3.62 
Range = 39-58 Range = 13-22 
Gender Male n = 8 Male n = 4 -
Female n = 19 Female n = 4 
Married I Defacto n = 13 Married / Defacto n = 0 -
Marital Single IS epa rated n= 10 Single I Separated n = 6 Status 
No response n = 4 No response n = 2 
Biological Parent n = 20 
Parental 
Adoptive Parent n = 2 
Relationship Step Parent n = 1 - -
Other Carer n = 0 
No response n = 4 
High school n = 5 
Parent 
Undergrad IT AFE n= 9 
Education Postgrad n = 6 - -
Other n = 2 
No response n = 5 
Families Single Parent Families Two Parent Families No response (N = 21) 
0-20K pIa n = 4 0-20K pIa n = 0 
Family 
20-30K pIa n = 1 20-30K pIa n = 0 
Income 30K-50K n = 3 30K-50K n = 0 
50K-70K n = 3 50K-70K n = 0 
70K + n = 0 70K + n = 9 n =1 
Rural n = 3 Rural n = 0 
Family Regional n =2 Regional n = 0 Residence 
Urban n = 6 Urban n = 8 n=2 
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Table 3: Sample characteristics - Treatment Com pieters and Non-Completers on Primary Outcomes 
Treatment Completers Non-Completers 
Number & percentage in clinical range & Number & percentage in clinical range & 
Odds Ratios with Cis Odds Ratios with Cis 
Pre Post Pre Post 
YOUTH n = 118 (12.5%) 
Achenbach Internalizing OR= 4.2 
n = 318 (37.5%) 95%CI= 0.33 -53.1 n = 1/5 (20%) No data available 
YOUTH n = 1/8 (12.5%) 
Achenbach Externalizing OR= 11.67 
n = 5/8 (62.5%) 95%CI= 0.92-147.6 n = 3/5 (60%) No data available 
YOUTH n = 1/7 (14.29%) 
BSS - Active Suicidal Ideation 
n = 1/7 (14.29%) no change n = 015 (0%) No data available 
YOUTH n = 2/7 (28.57%) 
BSS - Passive Suicidal Ideation 
n = 2/7 (28.57%) no chanQe n = 015 (0%) No data available 
YOUTH 
SASSI- High Probability of n = 4/6 (66.67%) 
Substance Disorder n = 4/6 (66.67%) no chanQe n = 2/5 (40%) No data available 
PARENT 7 I 26 (26.92%) 
MCMI Clinical Personality OR= 4.95 
patterns n= 12/21 (57.14%) 95%CI= 1.49-16.47 n = 4/9 (44.44%) No data available 
PARENT 
MCMI Severe Personality n = 0/26 (0%) 
Pathology n = 0/21 (0%) no chanQe n = 2/9 (22.22%) No data available 
PARENT 
3/26(11.54%) 
MCMI Clinical Syndromes OR = .91 
n = 2/21 (9.52%) 95%CI= 0.14 - 6.01 n = 4/9 (44.44%) No data available 
PARENT n = 0/26 (0%) 
MCMI Severe Clinical Syndromes 
n = 0/21 (0%) no change n = 4/9 (44.44%) No data available 
Notes: 
Achenbach clinical cut off applies to T scores of 70 or greater on the YSR or ASR 
MCMI clinical cut off applies to BR scores of 85 or greater on all MCMI subscales 
BSS Suicidal Ideation (active & passive) are calculated using single scale items. No clinical cut off score exists for the total score. 
Table 4. Pearson's correlations of parent's scores on symptom and personality scales of the MCMI-III prior to 
treatment 
1 2 3 4 5 6 7 8 
1 Anxiety 1 
--2 Dysthymia .54 1 
- -3 Alcohol Dependence .34 .32 1 
-
--4 Drug Dependence .35 .18 .61 
-- --
-
--5 PTSD .83 .64 .39 .42 1 
-- --
-
--6 Thought Disorder .81 .68 .40 .24 .73 
--
--
.26 .73 -- .88 --7 Major Depression .75 .75 .20 
.4i-
.49 -- .31 .28 .56 -- .54 -- .50 -- 1 8 Delusional Disorder 
Notes 
p values are reported as two tailed tests 
** Correlation is significant at the 0.01 level (2-tailed) 
* Correlation is significant at the 0.05 level (2-tailed). 
Table Sa. Pearson's correlations for parent mental health, parent-adolescent relationship and parent attachment styles prior to treatment 
Parent Family Emotional Assert Involvement Parenting Avoid Anxious 
Anxiety Depression Health Satisfaction Dep Parent Commun with Child .Confidence Attach Attach 
Parenting 
.34 * .39 * .36 * ** Emotional Dependence -.41 1 
Assertive Parenting .04 .03 -.12 .02 -.15 1 
Parent-child relationship 
.. 
Communication .06 -.01 . 18 .63 -.05 .13 1 
.. 
Involvement with Child -.14 -.25 -.07 .64 -.20 .10 .77 
.. 
1 
Parenting Confidence -.10 -.27 -.12 .53 
.. 
-.43 
.. 
.50 
.. 
.29 .55 
.. 
1 
Parent attachment style 
. .. 
Avoidant Attachment .22 .32 . 24 -.28 .40 -.43 -.14 -.11 -.34 
Anxious Attachment .49 
.. 
.41 .37 
. 
-.12 .42 
.. 
.03 .05 .09 .00 .60 
. . 
Notes 
p values are reported as two tailed tests 
** Correlation is significant at the 0.01 level (2-tailed) 
* Correlation is significant at the 0.05 level (2-tailed). 
Table 5b Pearson's correlations for Adolescent mental health and substance use prior to intervention 
1 2 
1.BSS Suicide Scale 1 
" 2 Alcohol use .48 1 
"" 3 Other Drugs .24 .62 
" " 4 Attitudes to AOD use .48 .48 
"" 5 Subtle AOD Attributes .24 .57 
6 Internalising problems .39 .36 
7 Externalising problems .23 .37 
Notes 
p values are reported as two tailed tests 
** Correlation is significant at the 0.01 level (2-tailed) 
* Correlation is significant at the 0.05 level (2-tailed). 
3 
.59"" 
.51 
.02 
.28 
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Table 6 is derived from a publication that is currently in preparation for the Journal of Abnormal 
Child Psychology, by Connell, Lewis and Bertino (2010). This table demonstrates the 
relationships between parent personality characteristics on the MCMI, and child internalizing and 
externalizing problems, combining pre intervention data from this study and other studies 
conducted by the lead investigator for this project. This and other analyses conducted suggest 
the existence of " ... relationships between child and adolescent internalising pathology and a 
cluster of parental personality patterns involving features such as withdrawn, avoidant, paranoid 
and depressive features, and ... externalising problems associated with parental features of acting 
out, antisocial and aggressive personality traits" (p1, Connell, Lewis and Bertino, 2010). 
Table 7 present the results of the interventions conducted thus far, for participants who have 
returned completed the prE? and post intervention questionnaires. Although the sample is small, 
results suggest that the BEST program has shown the greatest effect sizes for youth internalizing 
problems, youth alcohol problems, and parent reported family satisfaction and activity disruptions 
within the family system. It is also important to note that BEST was able to reduce parent 
reported deprE!ssion using a very solid measure such as the MCMI which is the first such 
demonstration of its efficacy on parent mental health with a standardised and well validated 
clinical measure Only three participants have so far completed the CBT condition and therefore 
the data regarding outcomes of the CBT program are not reported here. 
Table 6: Correlations between parent personality and youth internalising and externalising 
Notes p values are reported as one tailed tests 
Clinical Personality Schizoid 
Patterns Avoidant 
Depressive 
Dependent 
Histrionic 
Narcissistic 
Antisocial 
Sadistic 
Compulsive 
Negativistic 
Masochistic 
Schizotypal 
Severe Personality 
Pathology Borderline 
Paranoid 
Clinical Syndrome Somatoform 
** Correlation is significant at the 0.01 level 
* Correlation is significant at the 0.05 level 
Internalise Externalise 
.32** .17 
.09 .07 
.17 .14 
.11 .09 
-.23* -.17 
-.02 -.09 
-.08 .19 
.00 .13 
.04 -.11 
.04 .22 
.12 .13 
.11 .21 
.11 .22 
-.05 .15 
.24* .28* 
Table 7: Means, standard deviation and significance tests for Prima~ Outcomes of BEST 
pre post significance 
n M SO M SO t P d 
Achenbach 
I nternalisi ng 3 22.67 7.09 16.00 9.64 1.15 .18 .80 
Externalising 3 45.33 11.85 41.00 0.00 0.63 .32 .73 
SASSI 
Alcohol 2 18.00 5.66 10.50 3.50 0.79 .29 .82 
Other Drugs 2 4.95 7.78 6.50 6.36 -3.00 .10 .12 
Symptoms 2 5.50 2.12 3.50 0.71 1.00 .25 .70 
Subtle Attributes 2 7.00 2.83 6.00 1.41 1.00 .25 .24 
MCMI-III 
Alcohol Dependence 18 37.50 30.55 33.72 30.60 0.67 .26 .12 
Anxiety 18 48.89 31.36 38.94 30.14 1.54 .07 .32 
Major Depression 18 39.22 23.04 28.22 26.01 2.12 .02* .45 
PO 
Parent Health subscale 20 1.64 0.63 1.49 0.52 1.23 .12 .26 
Activity Disruptions 20 2.43 0.59 1.95 0.50 2.82 .01* .88 
Family Satisfaction 21 4.49 1.73 6.19 1.51 4.52 <.01* 1.00 
Satisfaction with Other 13 8.08 1.50 8.38 1.26 1.08 .15 .22 Children* 
Emotional Dependence 13 2.63 0.60 2.24 0.84 2.55 .01* .54 
Assertive Parenting 21 2.67 0.64 2.49 0.46 1.36 .09 .33 
Notes: p values are reported as one tailed tests, * indicates significant at p= 0.05 level or below 
Achenbach = Youth Self Report and Adult Self Report (Adolescent Self Report Measure) 
SASSI = Subtle Substance Use Screening Inventory - Adolescent Version (Self Report) 
MCMI = Millon's Clinical Multiaxiallnventory (Parent Self Report Measure) 
PQ = Parent Questionnaire (Parent Self Report Measure) 
*not all parents had more than one child 
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7. Implications for policy and practice - including any recommendations for 
stakeholders and plans for implementation in practice 
• One implication of this project is that researchers and clinicians working in this area need 
to be aware of the common issue of youth who initially refuse engagement in mental health 
or AOD treatments and to develop active engagement strategies, cultural change in mental 
health service delivery and to routinely engage families in active collaboration in treatment 
of youth. 
• Rather than turning families away where the youth is unable or unwilling to attend services 
with their family, youth mental health services have a responsibility to assist concerned 
parents with known methods of increasing youth attendance and engagement. The BEST 
Plus program is an evidence based model of engaging youth in treatments, via the family 
system. 
• In addition, the results of this trial suggest that an approach involving the whole family may 
be more effective than a program of individual CBT, although these findings require further 
verification with a larger dataset. The trial will be extended upon in 2011 with the support of 
bevondblue to evaluate the studv hVDotheses with a more robust dataset. 
8. Intended, completed or in press publications arising from the project (please note 
that beyondb/ue must be advised of any intention to publish results before they are 
made publicly available under the Funding Agreement for the project). 
Completed 
• Bertino, M., Lewis, A., Toumbourou, J., Ricciardelli, L., & Knight, T. Family therapy and 
cognitive-behavioral therapy for youth with depression, anxiety and substance disorders. 
In V. Mrowinski, M. Kyrios and N. Voudouris (Eds), Abstracts of the 27th International 
Congress of Applied Psychology. Paper presented at ICAP Symposium, Melbourne, 
Convention Centre, 11-16 July 2010 (pp 232 -233). Retrieved 8 October 2010, from 
http://icap2010.eproceedings.com.aulicap201 O. pdf 
• Bertino, M., Lewis, A., Knight, T., Ricciardelli, L., & Toumbourou, 'J. (2010). Mental Health 
of Australian Youth. Presented at the Deakin University Research Colloquium, October 
2010. 
• Danaher, J., Lewis, A., Toumbourou, J., Ricciardelli, L., Knight, T., & Bertino, M. 
Prevention and Early Intervention Work with Australian Families. Presented at the 
University of Utah First International Conference on Parenting and Family Skills, Bangkok, 
Thailand December 17and 182010. 
In Press 
• Connell, G., Lewis, A., & Bertino, M. (in press). Parental personality disorder and child 
psychopathology. Journal of Personality disorders. 
• Bertino, M., Lewis, A., Knight, T., Ricciardelli, T, & Toumbourou, J. (2010). Deakin Family 
Options Family Interview Protocol. For publication online in January 2010 at 
http://www.deakin.edu.au/hmnbs/psychology/research/dfo 
Intended 
• See table below 
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Publication no. Working title Brief description submission I 
reference 
6 Identifying and Traditional response of Abstract developed 
engaging reluctant services = no child, no 
youth: early treatment. However, 
intervention with co- 65% of the time that 
morbidity parents present w 
concerns, there is no 
youth who is unlikely to 
engage. 
- Characteristics of 
youth that predict 
non-engagement in 
treatments) 
- What methods can 
help to engage them 
(interview, seminar, 
BEST) 
7 Disengaged Youth with series I illustrative case 
Mental Health studies of benefits of a 
difficulties: Can the parent only 
youth benefit from a intervention for the 
parent only youth 
intervention 
8 BEST Plus Parent and UseWAI, 
Family Groups: process/observer 
therapeutic processes notes, and possibly 
interviews with 
therapists to elicit the 
therapeutic elements 
of BEST Plus that 
aren't specified in the 
manual (eg group 
dynamics, cohesion) 
9 Community Parent Service development 
Seminars: A new focus. Describe in 
structured method for detail the content of 
engaging families the forums, and their 
facing youth co- effectiveness in 
morbidity 1) recruiting Parents 
and youth to attend 
the seminar 
2) recruiting Parents 
and youth for 
interventions 
3) leading to a 
beneficial outcome 
for parent and 
youth MH 
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Publication no. Working title Brief description submission I 
reference 
10 A RCT of BEST Plus Pre-post analysis of full 
vs SHADEY: Youth co- dataset 
morbidity outcomes 
and mental health 
outcomes 
11 A RCT of BEST Plus Pre-post analysis of full 
vs SHADEY: Parent dataset 
mental health 
outcomes 
12 A RCT of BEST Plus Pre-post analysis of full 
vs SHADEY: youth dataset - with 6 month 
and parent outcomes - follow up 
are the changes 
maintained 6 months 
later? 
13 A RCT of BEST Plus Pre-post analysis of full 
vs SHADEY: Impact dataset w parent-child 
on Parent-Child relationships and 
Relationshi ps attachment measures 
9. Next steps. For example: applications for further funding to other funding bodies to 
continue the research, plans for publication and dissemination and plans for 
informing and influencing practice, policy and partnerships 
The next step is to continue the research program and increase the number of participants in the 
dataset. This trial will be extended upon in 2011 with further support from beyondblue, to 
evaluate the study hypotheses with a more robust dataset. 
The research team at Deakin University is also looking to expand our network of industry 
partners. We have submitted a joint ARC Linkage application with beyondblue, Drummond Street 
Services, Australian Drug Foundation, and Turning Point Drug and Alcohol Services, for funding 
in mid to late 2011-2012. This funding seeks to extend on the current project, evaluating a 
program based on the BEST Plus model with further developed content for youth mental health 
problems. 
We will continue to seek out publication and dissemination opportunities within peer reviewed 
journals, conferences, colloquia, reports, web, media releases, and meetings with industry 
bodies. 
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10. A comparison between the achieved outcomes of the project against the 
objectives 
Our objectives at the outset were to test the relative benefits for reducing parent and adolescent 
depressive symptoms of a family substance abuse education program (BEST), a purpose-
designed enhanced adolescent cognitive therapy, and their combination. 
The achieved outcomes to date have partially met these objectives, and have also provided 
useful outcomes related to youth disengagement - an unexpected impediment in the current trial 
and perhaps, in existing youth mental health services more broadly. This has enabled the 
development of new methods of youth engagement. Additional funding and implementation of 
these strategies in 2011 will enable us to more comprehensively meet our objectives, of a robust 
controlled trial of the therapies. 
11. Recommendations 
• Active development and implementation of methods for engaging youth within relevant 
services, including supporting parents and families whose young people are not 
engaging in treatments. 
• Ongoing collection, publication and dissemination of the current dataset and other similar 
youth mental health research datasets, to enable establishment of the most effective, 
evidence based therapies for youth depression anxiety and substance misuse. 
• Further recommendations will be made at the conclusion of the next phase of this 
program regarding the effectiveness of the interventions and the development of the 
BEST family intervention. 
12. Statement of Compliance and Financial Statement (will not be made publicly 
available) 
This will be submitted directly to beyondb/ue via the Deakin research services department. 
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